O UR &

MEDICINE
Healthy Baby

INSTITUTE FOR ORAL HEALTH

MICHC Oral Health
Manual and Toolkit

For Maternal and Infant Community Health Collaborative
(MICHC) Partners and Prenatal/Perinatal Health and
Dental Care Providers in New York State

693 East Ave., Suite 200 585-546-4930

Rochester, NY 14607 Fax: 585-546-3021 www.healthy-baby.net




Acknowledgment

This Oral Health Manual and Toolkit was developed for the Integration of Oral Health
Strategies into Monroe County Maternal and Infant Community Health Collaboratives
(MICHC) that is supported by the Health Research Inc. (Contract # 4861-03) as part of
New York State’s Perinatal and Infant Oral Health Quality Improvement (PIOHQI)
Initiative funded by the Health Resources and Services Administration (HRSA), U.S.

Department of Health and Human Services (93.110 Catalogue of Federal Domestic
Assistance).

Produced with funding from Health Resources and Services Administration (HRSA) of the
U.S. Department of Health and Human Services (HHS) under grant number
H47MC26548, New York State Children’s Oral Healthcare Access Program.



Table of Contents

EXECULIVE SUMMIAIY ... 4
2= Lo (e | {0 111 T S P 4
(0] = o 11V SRR 6
How This Manual and Toolkit Can Be USed ... 6
Tool #1: Logic Model for the MICHC Oral Health Integration ............ccccccovvieeeiinnenn. 7
S (T €= T 8
Perinatal Oral Health Practice Recommendations.................cceeeveeeene 10
DUIMNG THE PrEONANCY ...coiiiiiiiiiieeiee ettt e e e e e e e e e e s e st eeeeaaaeeeaaannneneeeeaaeens 10
During The Postpartum And Early Childhood ... 12
About Early ChildROOd CariEs........couieiiiiiiiiiiee e e e 13
Tool #2: Perinatal Oral Health Motivational Interviewing ...........ccccceeviieeeeniiee e 14
Tool #3: Key Oral Health Messages During the Perinatal Period .............cccccvveennne 18
Tool #4: Perinatal Oral Health Self-Management Goal Magnet .............cc.cccceeenee 19
Tool #5: Sample Oral Health BrOChUIe ... 20
Tool #6: List of Pediatric Oral Health Brochures Free To Order ..........ccccveviiiieeennnnee 21
Tool #7: Common Perinatal Oral Health Questions and Answers .........cc.cccccoeeuveee. 22
Tool #8: Myths and Facts about Oral Health Related Beliefs ............cccccccieeiininnnne. 25
RS (T = 0T = 27

Oral Health Guide and Tools for MICHC Support Service Providers.... 29

Assisting Women and Young Children’s Dental Visit............ooociiiiiieeiiiiiiciiiieeeee e 29
ADOUL DENTAI HOM@ ...t e e e e e e e e eeeaens 30
Tool #9: Prenatal Oral Health Referral-- Decisions and Action Tree ...........c..cceuueeee. 31
Tool #10: Prenatal Dental Care Referral FOrM ... 32
Oral Health Recommendations Chart.............ccoi i e 33
Tool #11: Oral Health Screening and Referral Using PeerPlace Network............... 34

R BB C S, .. oot e e e 35



VI.

VII.

VIII.

Oral Health Guide and Tools for Perinatal Health Care Providers....... 36

The Role Of Prenatal Health Care Providers ... 36
Oral Health Referral Form- A Tool to Communicate with the Dentist........................ 36
Online Training Resources for Prenatal Health Care Providers..........cccccccoevcvvvveeeen..n. 37
ACOG Committee Opinion: Perinatal Oral Health..............cccccco oo, 37
The Role Of Pediatric Health Care ProVIiders ..........ccccocueiieiiiiiiie e 38
Online Training Resource for Pediatric Health Care Providers ..........ccccccovvvvvvieeennn. 38
US Preventive Services Task Force Recommendations ............ccccvvvviiieeeiiiiieee s, 39
Tool #12: Centering Pregnancy Oral Health Session Strategies And Resources ..... 40
RO B OGS ... et e e 41
Practice Recommendations and Tools for Dental Care Providers...... 43
The Role of Dental Care ProVIAEIS. ... .....u it 43
ONline GUIAENINE RESOUINCES .....ccoiiiiiieeiee ettt e e e e e e e s e e e e e e e e e sneneeeeas 44
Caries RISK ASSESSITIENT .....ooiiiiiiiiiie et e e e e e st e e e e e e e e st e e e aaeeeeannnaeneeeaaeas 44
IS Ao ) O ¥ N o 0 1S 45
Tool #13: Communicating Risk and Benefit of Dental Treatment with a Pregnant

LY g = I = X 1= o | SR 46
Tool #14: Positioning Pregnant Patient on Dental Chair ................coooii e, 50
Tool #15: Pharmacological Considerations for Pregnant Women ....................... 51
Pharmacological Considerations for Lactating Dental Patients........................... 53
RO I CES. ..o e e 54

Oral Health Guide and Tools for MICHC Partner Programs (i.e.

Head Start, WIC ProgramsS)..........uuuuiiiieeeeeieeiiiiiinae e e e eeeeesiiiinss e e e e s eeeessnnnes 56
Tips For Building Oral Health Programs.............cooiii i e 56
MICHC Oral Health Webinar.............oeiiiiiiic e 58
MICHC Oral Health Contacts and Networking TipS .........ccoevviiiiiieeeennn. 59

MICHC Oral Health Partner Contacts



Executive Summary

BACKGROUND

Oral health is an infegral component of overall
health and well-being! 23. The Surgeon General’s
report on oral health in 2000 stated that oral health
means much more than healthy teeth or merely
being free of chronic orofacial pain and pathologic
condifions?. The mouth is an entrance to the rest of
the body, and oral health affects people’s eating,
speech and their quality of life4. A growing body of
research also shows a relationship between the
bacterial infection and inflammation in the mouth
and various diseases in the rest of the bodys.

“The mouth is an entrance to the rest of the
body”

During pregnancy, oral health problems such as swelling and bleeding from gums are
common because of elevated hormone levels and soft fissue’s exaggerated response to
bacterial plagueé. Women tend to eat more frequently during pregnancy and the acidity
in the mouth increases accordingly. It is reported that one in four women in reproductive
age have untreated tooth decays.

Pregnant women with poor oral health might be at an elevated risk of experiencing
adverse birth outcomes, including pre-term births, low birth weight infants, preeclampsia,
miscarriage, fetal growth restrictions, and gestational diabetes’1. Additionally, children
born to mothers with poor oral health reportedly have a greater chance of developing
dental caries as a consequence of behavioral risk factors and the decay-causing
bacteria being passed from the mother to the infant’s mouth through common saliva
sharing practices such as sharing a spoon when tasting baby food or cleaning a dropped
pacifier by mouth1214,

Despite the heightened needs of dental care, about 50% of women make a dental
visit and get their teeth cleaned during pregnancy according to the 2012 New York
State Pregnancy Risk Assessment Monitoring System (PRAMS) data's. Data from the
Monroe County PRAMS (2009-2010) shows that there is a disparity in the utilization of
dental services during pregnancy. While 56% of pregnant women had their teeth
cleaned during pregnancy, only 35% of low-income pregnant women had their
teeth cleaned during pregnancy in Monroe Countyls,

MICHC ORAL HEALTH MANUAL AND TOOLKIT — AUGUST 2017 4



PRAMS DATA- Percentage of Pregnant Women who got their teeth cleaned
during pregnancy
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The Health Resources and Services (HRSA) Administration’s Maternal and Child Health
Bureau convened an Expert Workgroup and published the Oral Health Care during
Pregnancy Consensus document?in 2012 in collaboration with the American College of
Obstetricians and Gynecologists (ACOG) and the American Dental Association (ADA),
and coordinated by the National Maternal and Child Oral Health Resource Center
(NMCOHRC). The following year, HRSA established the Perinatal and Infant Oral Health
Quality Improvement (PIOHQI) Initiative and funded three states through pilot grant
programs to demonstrate a successful community-based approach to increase
utilization of high-quality preventive oral health care and restorative services for at risk
pregnant women and infants with a statewide reach.

New York State is one of three states that have received a PIOHQI pilot grant. In this four-
year grant, NYS plans to infegrate oral health services such as education, screening, and
referrals into the statewide Maternal and Infant Community Health Collaboratives
(MICHC) project designed to improve health outcomes of high-risk mothers and infants
using a case management model to address various barriers among socioeconomically
disadvantaged pregnant women and infants. The New York State Department of Health
selected the Healthy Baby Network of Monroe County and New York State Oral Health
Center of Excellence to test and demonsirate best practice approaches and develop
materials to be used in the statewide MICHC programs in the future. Documentation of
successful outcomes and lessons learned from New York State’s PIOHQI pilot grant
project will inform a national strategic perinatal oral health framework that can be used
tfo achieve statewide health care systems tfransformation.
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OBJECTIVES
Objectives of the MICHC Oral Health Integration pilot program in Monroe County are:
1) To build a system of oral health support services within the MICHC program,

2) To train dental and perinatal health care providers as well as support service
providers (Community Health Workers, Case Managers, Health Educators, and
Outreach Workers) on evidence-based perinatal oral health practices, and

3) To establish an infrastructure for ongoing technical assistance to ensure MICHC
providers’ engagement in perinatal oral health intervention for high-needs pregnant
women and their children.

The goal of this program is to increase access to coordinated and evidence-based
perinatal oral health services and enhance oral health self-management skills among
high-needs pregnant women in the community and ultimately reduce disparity in
maternal and child oral health in Monroe County.

HOW THIS MANUAL and TOOLKIT CAN BE USED

This manual and toolkit are largely divided into two parts: 1) Oral Health
Recommendations and Provider and Consumer Tools to promote perinatal oral health
and 2) Provider-type specific practice recommendations and tools.

This manual and toolkit is a living document and will be updated periodically.
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LOGIC MODEL FOR THE MICHC ORAL HEALTH INTEGRATION (TOOL #1)
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A logic model, as used for the MICHC Oral Health Integration (Tool #1) is a planning
tool to clarify and graphically display what your project intends to do and what it
hopes to accomplish and impact?!’. A logic model summarizes key program elements,
explains rationale behind program activities, clarifies intended outcomes and
provides a communication tool.
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Perinatal Oral Health Practice Recommendations

The prenatal/perinatal period provides opportunities for oral health intervention such
as assessing, assisting, and addressing oral health needs. High-risk women who
otherwise do not have any access to health care systems are likely to be enrolled in
prenatal care programs during pregnancy. Extended Medicaid eligibility during the
perinatal period also theoretically increases access to comprehensive dental services
among women. Additionally, a pregnant woman may be more receptive to changing
health behaviors that may negatively affect her unborn child.

In this chapter, we provide lists of oral health recommendations during the pregnancy
and postpartum and early childhood along with useful tools that can be used by all
levels of MICHC and dental providers.

DURING THE PREGNANCY

Every pregnant woman should be advised
about the following four oral health practices:

o Get professional oral health care
e Practice good oral hygiene
e Eat healthy foods

e Practice other healthy behaviors (e.g.,
no smoking, etc.)

Providers should keep in mind that
MICHC clients or high-needs
pregnant women are likely to
face various life-stresses and
getting their teeth cleaned or a
cavity treated may not be at the
top of their priorities.




Some preghant women may previously
have had an unpleasant dental
experience or may have heard from
friends or family members that dental
treatment is not recommended during
pregnancy.

!' f . ! N \&/
L ri’ r K i‘s C { Pregnant women’s literacy level,

cultural background and beliefs/self-
efficacy also influence their ability and
willingness to comprehend and act on
oral health recommendations?.

READINESS + WILLINGNESS + ABILITY = ORAL HEALTH ACTION

Oral health recommendations largely require behavior change at the individual level.

It is important, therefore, that every provider who encounters a high-needs pregnant
woman examines her level of readiness and barriers to practicing good oral health

and making behavior changes for healthy family oral health through the Motivational

Interviewing (M) technique (Tool #2) and guide an appropriate oral health
intervention and action plan over time 23,

MICHC ORAL HEALTH MANUAL AND TOOLKIT — AUGUST 2017
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DURING THE POSTPARTUM PERIOD AND EARLY CHILDHOOD

The postpartum period is critical for the
maintenance of good maternal and family
oral health behavior and providing
informational and enabling support services for
mothers to carry out infant oral health care
recommendations.4>

Continue motivating and guiding the client for
behavior change and oral health self-
management goals during this critical period
for prevention of Early Childhood Caries (tooth
decay).

Every parenting woman should be advised
about the following oral health practices:

* Maintain good maternal and family oral health—it helps prevent
transmission of decay causing germs¢.

*  Breastfeed your baby — Breast milk is the best food for babys.
* Avoid putting the child to bed with a bottles.

* Repeated use of a sippy or no-spill cup with sugar-containing drinks (e.g.,
juice, formula, soda) increases the risk of caries.

*  Wipe the infant’s gums and teeth with a washcloth after feeding®

* Use a smear or rice grain size of fluoride toothpaste when wiping or
brushing the child’s teeths.

* Make the child’s first dental visit or ask the pediatrician to screen the
child’s mouth before the child’s first birthdave.

Research shows that human milk and breast-feeding of infants provide good general
health, nutritional, developmental, psychological, social, economic, and
environmental advantages while significantly decreasing risk for a large number of
acute and chronic diseases 7. The American Academy of Pediatric Dentistry
encourages breast-feeding of infants to ensure the best possible health and
developmental and psychosocial outcomes, with care to wiping or brushing as the
first primary tooth begins to erupt and other dietary carbohydrates are introduced 8.

MICHC ORAL HEALTH MANUAL AND TOOLKIT - AUGUST 2017 12



ABOUT EARLY CHILDHOOD CARIES

Early childhood caries (ECC) is a form
of tooth decay that affects the baby
teeth of infants, toddlers and
preschool children.b

e ECC is preventable. However, it occurs as a result of repetitive imbalance
between risk and protective factors in the mouth while it is preventable.

e ECC can formin the child’s mouth as early as <1 year of age and progress
rapidly resulting in pain and distress.

e Human breast milk is uniquely superior in providing the best possible nutrition to
infants and has not been epidemiologically associated with caries ° 19, Dental
caries has been associated with prolonged breast feeding.

e Because young children often cannot tolerate dental treatment in dental
chair, ECC is usually treated under general anesthesia in the hospital, costing
an average of $150011 and can be as high as $550012 per child.

¢ Children with ECC tend to experience more cavities in adult teeth than those
who had no ECC during early childhood.

¢ Children who lose baby teeth early because of decay may also be at risk for
crooked teeth as baby teeth are important to save spaces for adult teeths.

Protective factors Risk factors

Fluoride in drinking water Inapprqpriate
and toothpaste bottle/sippy cup use

Healthy eating and drinking High-sugar in diet and
habits liquids

Daily brushing and flossing Lack of oral hygiene

Regular preventive dental practices
visit Primary care giver with
untreated tooth decay

MICHC ORAL HEALTH MANUAL AND TOOLKIT — AUGUST 2017 13



PERINATAL ORAL HEALTH MOTIVATIONAL INTERVIEWING (TOOL #2)

Motivational Interviewing (Ml) is a collaborative conversation to strengthen a person’s
own motivation for and commitment to change'3. Successful collaborative
conversation may be outlined as follows:

Step 1: Open-ended questions to encourage
self-exploration

Examples:
e “What do you think about the condition of your teeth and gums2”
e “What do you do fo keep your teeth and gums healthye”
o “What does healthy teeth/loosing teeth mean to youe”
e “How do you feel about going to a dentiste”

Step 2: Reflective listening and affirmation

Examples:
¢ “|t sounds like you are redlly frying ..”

o “What | hear you saying is that you
are concerned about.... but ...." A
“Did | get that righte” /

Step 3: Find out what the client already knows about
oral health and prevention of dental diseases

Examples:
¢ “What do you know about preventing tooth / e o
decay/gum disease?” ’ Find out more &

o “What do you know about how fluoride/diet
affects the health of your teethge”

o “What do you know about tooth decay in
young childreng”

MICHC ORAL HEALTH MANUAL AND TOOLKIT — AUGUST 2017



Step 4: Ask permission for advice /feedback

Examples:

e “Would it be alright if | share some information
with you about how to improve your own and
your baby'’s oral healthe”

e “| would like to give you some information
about the benefit of having your teeth cleaned
during pregnancy. Would you be interested in
hearing thate”

e “There are things we typically discuss with
pregnant women to promote healthy teeth in
their families: healthy eating, limiting/avoiding
sugar-sweetened beverages, good self-care
and the importance of regular professional
care. | am wondering if you would be
interested in exploring one of these topics or
perhaps something elseg”

Step 5: Assessment of Readiness

&
3 4
m

2

L

—

|
|

Please see Tool #3
for ideas of oral
health messages
and advice

Use the Perinatal Oral Health Self-Management Goal Menu (Tool #4) to
explore which new behavior is most likely to be implemented.

Examples:

e “Onthe scale from 1 to 10, where 1 is definitely not ready and 10 is
definitely ready, what number best reflects how ready you are at the

present fimeto....."
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Step 6: Planning for Change* --Negotiate an oral

health agenda based on a menu of options * Acknowledge that

the clientis the

expert on her own life

and encourage her

to use the information

e What do you think you want to try for your in the way that suits
family’s oral health as a starter?” her best.

Examples:
“Is there anything you would like to try for
your oral health in the next week or two?”

When developing a plan for change toward oral health self-management

goals, plan to

e Build patient commitment and confidence in the plan

¢ Treat the plan as an experiment

Example:

’ ?

e “Can you repeat your plan so | am What's your Ph}{l_-.
sure you have understood?” ‘

Step 7: Self-Summarization and Clarification

Jnl'l.‘"ﬁ \‘?“f| |
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Working with Resistance

Resistance + Sustain Talk
= Discord + Change talk
= Movement in the direction of change

Resistance means the patient is not ready to make a change.
Signs of resistance might include:

e Interrupting

e Ignoring
e Arguing
e Denying

When a client shows resistance to oral health behavior change, instead of being
confrontational or directional, you may use a technique called “Therapeutic
Paradox,” and emphasize that the client has a choice and control over the goals,
and plan to follow-up at a later time.

Examples of Therapeutic Paradox talk:

[ ¢ “Maybe what | am asking is just too

@ difficult for you.”
e “Maybe now is not the right time for
_ you to make changes for your baby’s
:-:__"' g oral health.”

e “So it sounds like you have a lot going
on with trying other things and these
priorities are competing with your oral
health goals at this time. Maybe you
are not ready to make changes for
your oral health at this time.”

Bad mpull
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KEY ORAL HEALTH MESSAGES DURING THE PERINATAL PERIOD (TOOL #3)

Providers may share the following oral "
health messages and recommendations
with pregnhant women and parenting
women when making oral health
adyvices as part of Ml or providing oral ! 7
health education to a group of pregnant § "\”’ —
women or parenting women. 1k v,

DURING THE PREGNANCY

* Dental visit during pregnancy is safe and recommended by
medical and dental experts414.15,

* Baby teeth start forming at 8 weeks of pregnancy, and mother’s
healthy diet and healthy teeth and gums are important for baby’s
oral and overall health outcomes!6.

* Early Childhood Tooth Decay is preventables.

DURING THE POSTPARTUM AND EARLY CHILDHOOD

* Baby teeth are important — they help a child eat, talk, smile, and
hold space for adult teeth16,

* Untreated tooth decay can lead to pain and a serious infection®.

* Decay causing germs can be passed from mother to infants and
toddlers during early childhood through common saliva-sharing
activities (i.e. sharing utensils, pre-tasting/chewing foods, or cleaning
baby’s pacifier in mom’s mouth before giving it to the baby)é.

*  Dentists and pediatricians recommend all children receive dental
examination before the first birthdays®.

+ Fluoride is a natural mineral that helps prevent tooth decays.
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PERINATAL ORAL HEALTH SELF-MANAGEMENT GOAL MAGNET (TOOL #4)

Oral Health Goals During Pregnancy and Early Childhood

Regular Dental Visit
during Pregnancy

Toothpaste

Let Baby Sleep
Without a Bottle

Balanced &
Healthy Diet

Avoid Sweet Liquid in Bottle &
Clean Baby’'s Gums and Teeth
After Feeding

Drink & Cook with
Tap Water with
Fluoride

1% Dental Visit
Before Age 1

Objetivos De Salud Oral

Durante El Embarazo Y La Primera Infancia

[=)

durante el embarazo

Amamantar
al bebé con

Dejar queel
bebé duerma
sin una botella

Visita dental regular  Utilice hilo dental diariamente y cepillo Dieta equilibrada Bebery cocinar con
con pasta dental con fluoruro

y saludable

dientes después la lactancia materna

agua del grifo
con fluoruro

Evite quhidos dulcesenla botellay  primera visita al
limpiar la encias de bebé y los dentista antes de
laedadl
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SAMPLE ORAL HEALTH BROCHURE (TOOL #5)

After Your Baby
Is Born

Ak earbazy e bes, 1 e mpuebes o pa 1
s b g e saoehzasre. Yoenales e e

v, o bradi ey bonmlbey nacal wpt adewad wnre, Ve kou
Jerar rraeath, s sealhey, peror babe w mar lieck

s m keaklip it
Care for Your Babys Gums
aved Teeth

2 Hrewd ks & beot! Hrewatbord o cabe Jox
A marrits ar leeper iFpaccm,

<+ izrres can pues freen s mees s
Btz maratle Lhee v Bt lepen wpamen b s
rrar babes Fazd Clran voar baks's pacifier
itk wce Tho oo i poan svmiath o wan i

= Cirar oo hasys e after o Seeding
wven beiors er livd, tesih v i W e
clzar, dumipwas=clzth ara mzthzrah
with smilt Tastbe min o

Surbabee
<+ Wi aen vour babe e hw fine saoch Caeally
aied iy 10 ks, i sl v

nth with meztrpus: wriz Buzrde veas 1
g Tl gonall s o razehpasra

2 Tt gt s bl v bt a i 's
lhal vt s il Formmala fuizz s sugry
ditrkes Floa frth-fawd &nks e pep (s,

2 Tk wvmai "l ot et bt tive
st i | e el o e her feos and para
chrckad.

l

Chamigzs b yous Ty welien yon ame
PeEgmAnE can. make Your g seez,
w‘lﬂ,iﬁdfeﬂf}m&n‘uhm and
v aneery i I]mp:p‘timtl_ Tkl
inpiatis (gin-gih-ve-tis). E picgloiti ks
mmmﬂ.lrmqhﬂ.mj‘nﬁuﬂm‘tﬂ
mmw}ﬁldum‘ihu
I:I.mmnﬂﬂmmhm
Aster yeear baby b boen, take carz af s
Eail's s aral izasth L
&n]rh-l.:t'bd:]uhmlﬂ:;ramﬂ Hmm
upumhq:mm{p.nbmm
and granm il

Resources

Frding a Dbt
B et alaag Taaklesins

B bt e .:'m‘nh'mndnhm-p:
L T SRR R AT | N RS

Finnding Lorw-Cest Dam.J ca-n

Frding Dardsl Insranr e Covamge
o eV b sl poe

W i b i B Bl L 06, e i S, Tl
[ N e — S, TR )
M o RS il T, B e o

Firw Fisad: by i e 2 " Kty Mt e 4 5
L ST TE NPTy PP
vy Jaeat s Tad gy

Tt gt rrolen rvn ke b« g et s ST TR
il 1L i Hemd b w3V Heli
Doty ! v d) A i THrL TR Dp e
o H o b L e SHHAL Sy ke | g
g i s e s el g 1 e

L S TTEREE I TN RS SRR P R A )
e o i i e oy b e b,

el Ll R G
s

While You
Are Pregnant
Brush and Floss

L prewenr e coamal racth dsoa baeh e
path with w sl cubleesh asl ko
itk fhaockde {Hoor-1oe) nadoe a 4oy

+ Flins o0z oy Tefoos bedrioe,

0 H e cresk s e e th hecae pm
fewel ehcki, A e your reccch el th wateror a
mices Anse thak bow Suarde

I o o s ot o il Wi,

Eat Healthy Foods

&+ Fatdribin, wegrbables who'e—graln prestacie
liks Ll ve ersahes, anl dany ool
ke T, g, o chisses. Lean e,
ok shizhen ages Do, aied pute arz s
gnd cholos, L4 b e far beve sigar o
mizdiis urly

= Thrivk: waakwr o less s ok irebnad o jabea,
Erir-tavared dricks, o pop (sods)

# Diricd waker al oas o Jow Lines o k.
sarpcal by hewran meode and ik,

T Fatdmeer owmers Fles candy; coarisy, or cake
Thvivdk G er agrary Sevnh Gk Frail Taninal
drinke of pap (iUl Lar mesee or drick
suparp abinded al meakenes ool

= Lok far potoucm, ke chiseing gim ar

nimie, chak carsin syplind fay-Rh-tzliL

Two Healthy
Smiles

Tips to Keep You
and Your Baby
Healthy

laking ooz of ponr mouth
whak g arz pregmare 1
it s rant o o aend v

zartinyr hislt=y fainls, wd
gerting el herkapa
rimment will help keep yoa
and yoer beby healh

Get Dental Care

i Laer g Sl SR knap I 18 st ro hoee deanl
e alen pie are propruet. The el g il
il amer ol i e Tany

UL ke deoal e sl et vow are g
aral ynar shun date. Ths il b =20 et
s b yon comftiile

3 Tew drnbd loms nay reenzel eoss wilh
Hrarc'de ar sy, g wirh oyl weirh
caz Bedp nabiez bracire that can cues et
feoay nad gingteits

4 Talk ke por dow e o pou nsal blp iy
defital carear weking ar appaleeees

Source: Holt K, Clark M, Barzel R. 2009. Two Healthy Smiles. Tips to Keep You and Your Baby
Healthy (rev.). Washington, DC: National Maternal and Child Oral Health Resource Center.
Available at: http://www.mchoralhealth.org/PDFs/pregnancybrochure.pdf
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LIST OF NIDCR PEDIATRIC ORAL HEALTH BROCHURES FREE TO ORDER

(TOOL #6)

Available at http://www.nidcr.nih.gov/OralHealth/OralHealthinformation/ChildrensOralHealth/

The Tooth
Decay
Process

A Healthy Mouth for Your Baby

This easy-to-read brochure is for parents of infants or
toddlers. It explains why baby teeth are important, gives
tips on how to prevent early childhood tooth decay, and
promotes the age 1 dental visit.

A Healthy Mouth for Your Baby (for American Indians
and Alaska Natives)

This easy-to-read brochure is for parents of infants or
toddlers. It explains why baby teeth are important, gives
tips on how to prevent early childhood tooth decay, and
promotes the age 1 dental visit.

Open Wide and Trek Inside

For use with students in grades 1 and 2, this curriculum
supplement focuses on oral health and the science of the
oral environment. Includes educational videos and
games (in English and Spanish).

The Tooth Decay Process: How to Reverse It and
Avoid a Cavity

Information for parents of school-age children on how the
tooth decay process starts and how it can be stopped
(Available only on the web and in English and Spanish)
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COMMON PERINATAL ORAL HEALTH QUESTIONS AND ANSWERS (TOOL #7)

Q. What are the healthy snacks for teeth and gums?

A. Fresh fruits, vegetables, cheese, and plain
yogurt are low in sugars and nutritious compared
to candy, cookies, cake, and chips that are high in
sugar/fat and/or stick to teeth for a long time. 3

Drinking milk and fluoridated tap water are healthy §
choices for your teeth while juice, fruit-flavored
drinks, and pop (soda) are not. Eating a variety of
foods including meats, fish, eggs, beans and nuts
are also important for health of gums?’.

Q. Are there any oral health tips for a pregnant
woman who experiences nausea with tooth
brushing?

A. Try using a small amount of fluoridated,

alcohol-free mouthwash after meals and
before going to bed?s.

Also rinsing after vomiting with a cup of water
with a teaspoon of baking soda added helps
neutralize acids in the mouth?s.

Q. When is the best time during pregnancy to have a dental visit?

A. Throughout the pregnancy. If the pregnant woman has not had a dental exam or tooth
cleaning for more than 6 months, it is time for her to see a dentist. While some pregnant
women may be uncomfortable about sitting or reclining on the dental chair during the
late third trimester, there is no time during pregnancy that a dental visit is contraindicated
and no dental procedures that should be avoided during pregnancy*5.

Q. Are there any types of pain medicine or antibiotics that pregnant women can use
for toothache and/or infection?

A. In general, acetaminophen and penicillin are the
analgesic and antibiotic of choice for pregnant women.
However, the patient’s dental provider should consult with
her OBGYN or primary health care provider before making
arecommendation.45

Moreover, it is highly recommended to refer such a
pregnant woman with dental conditions to a dentist ASAP
so that the cause of the toothache and infection is
properly addressed. For more information regarding
pharmaceutical considerations for pregnant women,
please see Tool #15 on page 51.
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Q. At what age does the first tooth appear in the baby’s mouth?

Fruanary seseiln

A. At around é6 months, most children get their Upper Teeth  Erupt Shed
first tooth. It is usually one of the lower front W e e
teeth. Canine (Cuspid) 16-22 Months  10-12 Yes

: F First Molar 13-19 Months  9-11 Year

3 Second Molar  25-33 Months 10-12 Yes
There are a few babies, however, who are born ~ + b

with a baby tooth at birth or get a tooth soon

after the birth. Such babies should have a Lower Teeth  Erupt shed
dental visit (to a pediatric dentist, if possible) e fi::"‘““" ‘::’:

ASAP to establish a dental home earlier than
the general recommendation (by the first
birthday) and have professional guidance on
feeding and care for natal or neonatal teeth
from the dentist.

Canine (Cuspid) 17-23 Months  9-12 Year
Lateral incisor 10-16 Months 7-8 Years
-~ Central ncisor 6-10 Months 6-7 Years

JADA, 2005; Vol. 136. Tooth eruption. The Primary
teeth.

Q. At what age should a child start using toothpaste that contains fluoride?

A. The American Dental Association recommends
using a smear or rice grain size amount of fluoride
toothpaste when the first tooth erupts until 3 years of
age. So mothers can put very small amount of
fluoride toothpaste on a washcloth or a soft bristled
tooth brush and wipe/brush to protect her baby’s
tfeeth from tooth decay’®.

A smear or rice grain size amount of fluoride
toothpaste is safe even if infants/toddlers swallow
most of it 19,

A smear or rice grain size toothpaste
on a child-size toothbrush

Q. How should a mother who plans to, or is already feeding her baby with powdered
formula and is concerned about the risk for fluorosis, be advised?

A. The mother should be advised that the chance
of her baby getting fluorosis that is esthetically
noticeable from the use of infant formula
reconstituted with fluoridated community water is
unlikely.

Exclusive feeding of infant formula mixed with
optimally fluoridated water could theoretically
increase the risk for mild fluorosis on permanent
incisors. However, the critical time for such risk is
usually after most infants start mixed feeding (start
eating baby food in addition to formula), and the
outcome is mild fluorosis at the most, and this is
usually not noticeable to a lay person’s eyes.
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For that reason, the expert panel of American Dental Association said it is okay to
recommend the use of optimally fluoridated water to mix infant formula 2. If a
mother is still concerned about the chance of mild fluorosis, she should be advised to
breastfeed the baby, use ready-to-feed formula, or use non-fluoridated bottled
water to reconstitute powdered infant formula.

Q. What are the mechanisms in the potential relationship between gum disease and birth
outcomes?

Inflammation caused by gram negative bacterial
infection in the advanced stage of gum disease
can enter the blood stream and reach the
placenta, and then activate the inflammatory
mediators resulting in clinical outcomes (i.e.
infection, hemorrhage, placental ischemia, stress)
that could ultimately cause various adverse birth
outcomes.

Human Tooth Anatomy

Q. How does the transmission of decay-causing bacteria from mother to her child occur?

While oral flora is fairly stable in the adult’s mouth,
infants and toddlers usually acquire decay-causing
bacteria (i.e. Mutans Streptococci) from primary
care givers through common saliva sharing activities
as follows by the time baby teeth appear in the
mouth:

¢ Sharing utensils

e Putting a pacifier into caregiver’s mouth

before putting in baby’s mouth
e Pre-chewing food for baby

Transmission of decay-causing bacteria can be
largely prevented if an infant’s caregiver has no
untreated decay, and therefore low-level of decay-
causing bacteria in the mouth.
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MYTHS AND FACTS ABOUT ORAL HEALTH RELATED, CULTURALLY
INFLUENCED, BELIEFS (TOOL #8)

People say, “When we know better, we do
better”. However, many oral health beliefs and
behaviors are inherited over generations in the
community and deeply rooted in family’s
cultural background. Providers who identify
misconceptions related to oral health that
compromise their patient’s optimum oral health
should guide them to resolve the
misconception using Ml (See Tool#2) and
provide enablers and social support. Here are
some examples of such myths and facts.

MYTH #1 “Bottled water is safer than tap water”

FACT: Bottled water and tap water are both regulated by the government (bottled
water by Food and Drug Administration [FDA]; tap water by Environmental
Protection Agency [EPA] and State Health Department), ensuring its quality and
safety in the US. While people may think bottled water is of higher quality or purer
than tap water because they are buying it or how it is advertfised in the market,
Natural Resources Defense Council (NRDC) says it is not the case. They found that
potentially harmful chemical contaminants are sometimes found in some brands of
bottled water. Researchers in North Carolina also found that bottled water can
contain more trihalomethanes, a complex mixture of disinfectant by-product, than
disinfected tap water?!. Distrust foward municipal water quality in subgroups of US
population, e.g., Latino immigrants, may be rooted in their previous expetience
and cultural beliefs.

MYTH #2 “Prenatal fluoride helps prevent cavities in children”

FACT: While fluoride can cross the placenta, there is no scientific evidence suggesting
that maternal intake of fluoride will make her baby’s teeth stronger and protected
from dental cariesZ. However, pregnant women are recommended to use fluoridated
dentifrices (i.e. toothpaste and mouth rinse) and drink fluoridated water to prevent
and conftrol dental caries on their own teeth, which ultimately helps prevent early
childhood caries in their children.
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MYTH #3 “ Pre-chewing food helps baby’s health”

FACT: There are some hypothetical health benefits of pre-chewing or
premastication discussed in the literature including psychological benefit (i.e.
enhancing mother-child bonding), nutritional benefit for weaning infants (i.e.
supplement iron, zinc, and vitamin B12 when baby still has few teeth to chew grains
and meats), immunological benefits (i.e. promoting immune tolerance help to
moderate allergic reaction), in addition to socioeconomic benefit (i.e. easier and
more practical than purchasing or cooking baby foods). However, the mechanisms
of such health benefits of premastication are poorly understood or supported by
scientific evidence and controversial. In fact, there is a growing body of evidence
suggesting the increased risk for transmission of diseases and pathogens such as
HIV, EBV (Epstein-Barr Virus; aka Infectious Mononucleosis/Human Herpes Virus
4/Kissing Disease; spreads most commonly through bodily fluids, primarily saliva),
and dental caries through regular saliva exchanges from caregivers to infants.23

MYTH #4 “Pregnancy leaches calcium from your teeth”

FACT: The fetus does not take calcium from its mother’s teeth. Tooth enamel is the
hardest substance in the body. Adult tooth development starts early and
completes maturation by age 16. By age 16, the teeth are no longer developing
and the strong enamel layer no longer requires nutrients from the bloodstream. The
calcium the baby needs is provided by the mother’s diet not from the teeth. If the
mother's intake of calcium is inadequate during pregnancy, her bones — not her
teeth — will provide the calcium her growing baby needs.

MYTH #5 “One tooth is lost with every pregnancy”.

FACT: A pregnant woman with poor oral health and with no access to care, or with
nutritional habits that promote poor dental health can easily lose a tooth. Tooth loss
occurs due to untreated dental disease (most commonly gum disease or dental
caries) and not because of pregnancy. A pregnant woman can follow some
simple guidelines for preventing tooth decay and gum disease- Brushing with
toothpaste and mouth rinse containing fluoride; chewing sugarless gum containing
xylitol after eating to reduce bacteria and clean teeth. For those pregnant women
who suffer from “morning sickness”- Rinsing with a teaspoon of baking soda
dissolved in a cup of water will help neutralize the acids remaining in the mouth
after vomiting. A pregnant woman’s teeth will remain healthy with proper hygiene
at home and professional help from the dentist.
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GUIDELINES AND RECOMMENDATIONS FOR ORAL HEALTH CARE FOR
PREGNANT AND LACTATING WOMEN

FROM:

The American Dental Association (2016)
Available at http://www.mouthhealthy.org/en/pregnancy/

The American Academy of Pediatric Dentistry (2011)
Available at
http://www.aapd.org/media/policies quidelines/g perinataloralhealthcare.pdf

The American Congress of Obstetricians and Gynecologists (2013)

Available at http://www.acoqg.org/Resources-And-Publications/Committee-
Opinions/Committee-on-Health-Care-for-Underserved-Women/Oral-Health-Care-
During-Pregnancy-and-Through-the-Lifespan
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Oral Health Guide and Tools for MICHC Support
Service Providers (l.e. Community Health Workers,
Case Managers, and Home Visitors)

The primary role of Community Health Workers (CHW), Case Workers, and Home
Visitors in the MICHC Oral Health Integration project is to provide their clients with 1)
oral health screening (ASSESS), 2) perinatal oral health messages (ADVISE), and 3) oral
health referrals as needed (ARRANGE).

ASSISTING WOMEN AND YOUNG CHILDREN’S DENTAL VISIT

Historically dentists had been hesitant to see patients during pregnancy and early
childhood and have recommended pregnhant patients return to the dental clinic after
the delivery or the child return to the clinic when he/she can sit on a dental chair by
himself/herself. Outdated and insufficient knowledge and experience among dentists
may be a part of this problem. Furthermore, a shortage of dentists who accept
Medicaid beneficiaries only adds more barriers for MICHC clients to access dental
care during the perinatal period+. A high rate of no shows is one of the concerns
often reported by dentists in private practices as a reason for not participating in the
Medicaid programd. Effective strategies are needed to be implemented to reduce the
no show rates”.

As noted in the previous chapter, pregnant women may have competing priorities,
fear about going to a dentist, or concerns about safety of dental procedures during
pregnancy. In addition, MICHC clients may not be aware of professional
recommendations regarding a child’s first dental visit and how to prevent tooth
decay.

MICHC clients’ oral health should be addressed
collaboratively among perinatal health care
providers, support service providers, dental care
providers, and the women and their families.
Fragmented systems and services make high-

needs families more likely to fall through the cracks ;

and leave their oral health needs unmet. Support

service providers are, therefore, important players
in coordinating information, assistance, and
services for MICHC clients’ oral health and follow
up with them to ensure oral health interventions
are provided during the perinatal period.
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Keeping the above perinatal oral
health barriers in mind, MICHC
support service providers are
expected to provide pregnant
women and mothers and infants with
the following interventions:

e Assess oral health needs by asking the pregnant or parenting woman:
1) If she has had bleeding gums, cavities, pain, and/other problems in her
mouth
2) If she had dental visit in the past 6-12 months
3) If her baby had or is planning to have a dental visit within the 6 months
after tooth eruption or before the first birthday

o Conduct Ml to assess her oral health knowledge level, readiness, and
barriers to effectively advise her on perinatal oral health and facilitate
critical behavior change (See Tool #2 and 3 for more information).

¢ Provide assistance for the pregnant or parenting woman and a dentist to
arrange:
1) A dental appointment (see Tool#9: Decision and Action Tree for Dental
Referral), and
2) A prenatal dental care referral form completed by the pregnant
woman’s medical provider (see Tool #10: Rx Dental Care Referral Form)

What is a Dental Home? Why is it important during the perinatal period?

A Dental Home is an approach to provide continuous, comprehensive,
compassionate, and patient- and family-centered dental care®®. We
recommend that all high-needs women establish a Dental Home during the
pregnancy because pregnancy is the time when women have heightened
dental needs (clinical care and education). Having a Dental Home for the
mother assures her baby’s healthy start in his/her mouth and timely referral for
his/her first dental visit0 11,

Support Service Providers are critical players in a Perinatal Dental Home
especially for high-needs families. Providing information and assistance for
transportation services to a dentist, dental insurance, phone calls to dentists,
referral letters, and effective motivation might be the important ingredients of the
Dental Home for some high-needs women overcoming barriers.
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PRENATAL ORAL HEALTH REFERRAL—DECISIONS and ACTION TREE
(TOOL #9)

Screening Question #1:
“Do you have bleeding gums, cavities, pain, and/or any
other problem in your mouthe”

Yes N

Screening Question #2:
"Have you had a dental visit in the past 6-11monthse”

lYes No l

Advise Assess and Advise
Use SM Goal Magnet Use MI to assess readiness and barriers
(Tool #4) to identify for dental visit

achievable perinatal

Adyvise the importance of regular and
oral health goals

preventive dental care

LSsEmnelis 2l IEE i Use SM Goal Magnet (Tool #4) to

messages identify achievable perinatal oral
health goals l

Assist and Arrange Assist and Arrange
Refer the pregnant Help establish a Dental Home
woman to her by identifying MICHC dental
existing Dental provider
Home for her oral

o Arrange Oral Health Referral
conditions

Form filled by medical providers
Arrange Oral Health

Referral Form filled

by medical providers l
Follow-up with the Follow-up with the
pregnant woman and pregnant woman and
referred dentist to ensure referred dentist to ensure
dental care is in progress dental care is in progress
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PRENATAL DENTAL CARE REFERRAL FORM (TOOL #10)

PERINATAL ORAL HEALTH CONSULTATION FORM

Referred To:

Patient Name: Last

DOB: Estimated Delivery Date:

Known Allergies:

Date:

Week of Gestation Today:

Precautions: None Specify (If any):

This patient may have routine dental evaluation and care, including but not limited to: (Check

all that apply)

Oral health
examination

Dental X rays with abdominal
and neck lead shield

Dental treatment with local anesthetics
(Extractions/Root canals/Fillings as
appropriate/Deep cleaning)

Patient may have: (Check all that apply)

Acetaminophen with codeine for pain control

Alternative pain control medication: (Specify)

Penicillin

Amoxicillin

Clindamycin

Cephalosporins

Erythromycin (Not estolate form)

Prenatal Care Provider:
Signature:

Phone:

Date:

DO NOT HESITATE TO CALL FOR QUESTIONS

Diagnosis:

DENTIST’S REPORT (for the Prenatal Care Provider)

Treatment Plan:

Name:

Date:

Phone:

Signature of Dentist:

Source: New York State Department of Oral Health Care during Pregnancy and Early

Childhood.
August 2006
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ORAL HEALTH RECOMMENDATIONS CHART

Pregnancy by itself is not a reason to defer routine dental care and
necessary treatment for oral health problems

o Dental treatment is safe and effective throughout pregnancy

e In the 1st trimester, dental x-rays are safe to diagnose dental problems
for urgent and immediate treatment.

¢ The best time for dental treatment is in the 2" trimester. However,
routine dental care is recommended at any time during pregnancy.

e Both mother and child are at risk if dental treatment is delayed

¢ Elective treatment can be deferred but emergency treatment is
important anytime during preghancy

¢ Throughout pregnancy and after: Brush twice for two minutes; Use
Fluoride Toothpaste; Floss between teeth

¢ For Moms: Have fruit, not fruit juice; Drink water or low fat milk; Limit food
containing sugars

e Advise Moms to:
-Wipe infant teeth/gums after feeding with soft bristle brush or soft cloth
-Supervise children’s brushing with an amount of toothpaste that is rice
grain size for less than 3 year olds and pea size for more than 3 year olds
- Avoid putting your child to bed with a bottle
- After breastfeeding at night, wipe infant’s teeth and gums with soft
bristle brush or soft cloth
- Avoid sharing spoon for tasting food; Avoid cleaning dropped pacifier
by mouth

e Visit dentist by age 1

Source: New York State Department of Health. Oral Health Care during Pregnancy and Early Childhood. August 2006
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ORAL HEALTH SCREENING AND REFERRAL USING PEERPLACE NETWORK
(TOOL #11)

PeerPlace - Screening and Referral Page 1 of 2

Test (test), Test User Name: sherita.bullock. perinatal

Client D 00142-00490-0000101137 e e ark Dh treact
User Role: Program Admin

JNY

% Push Pin 2 Tickler History  {h Print
& Client Status is Stable Housing as of 10/24/2014,

Search Queue Logout

Date
Screening and Referral (mm/dd/yyyy): DEEreAS o
Eligibility Screening Questions
P Screening and Referral All screening eligibility questions should be completed to get the best referral results.
Referrals Sent to Peerplace 7 == =
A Date of Birth: !
Other Referrals Zipcode: 7]
Annual
Income:
% Poverty
Homeless: O No O ves
Due Date: i
Gravida (# i S
pregnancies E:ij pre:gz:’”(v’z
including this = =
one): births):
Youngest
Child' s Age: {Select One Vi
Access to Services
Service |Adult Medicine A Service Type
Category *: |Behavioral Health ¥ *
Case Management
Referral Details .
o Pgﬂ%““ Select One % s
L lyl £ e
e *g ‘Add Contact Referred by: ; Select One
Alcoholism/Substance Abuse
Baby items ~
Eng:&\:it [Seiectone V] Issues/Needs: |Birth Preparation %
d Breastfeeding education W
Case Management
T e b
Contact: (list):
History of DOB of
previeus O o O Yes voungest[
preterm births: child:
Are there any
Have you had problems in
a regular or your mouth?
preventative {Bleeding
dental visit O No O Yes qums, O Mo O ves
within the last toothaches,
six months: loose tooth,
etc.):
Comments: et
(0 characters of 512 allowed)

Additional PRF Demographics
N — A —

eofooo T ] Due Dote Determined by: [Seleal One ]

e e T —

If pregnant, have you begun

prenatal care: O No O Yes Date of First Prenatal Visit: E ] |
Bilng Prenatal Care Provider: [ | DoiVRH hev R RITPIENING | as O e

provider:

Provider Name / Physician: M Billing Group Number: E::::]

e B— — Y
o E— e —

PRF Risk Factors
Current Pregnancy Risk:

Sadial Risks: | Select One or More ]
Medical Risks - Yes: [Setect One or More v] Pregnancy Risks - Prior: [ Select One or More vi
Medical Risks - On Meds: | Select One or More ~ Pregnancy Risks - Current: [ Select One or More v
Consents
1 attest that I have obtained T attest that consent has been
consent from the client to share o] given to disclose general medical [
dient profile information with the gﬁi:nformatiun o
agency(ies) selected. *: :

-
(E Save ] E Save & Exl!enc{ E’RF to Gadrald Mcqii I Send PRF to MCO E

https://connect.peerplace.com/peerplace/pages/common/anyForm.jsp?action=ExecuteA&act... 3/2/2016
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Oral Health Guide and Tools for Perinatal Health
Care Providers

The primary role of perinatal health care providers such as physicians, nurses, and
midwives is two fold: 1) to encourage pregnant women and mothers of infants to
adhere to the evidence-based oral health recommendations (ADVISE) and 2) answer
guestions that dentists or pregnant women may ask about safety and medical
implications of dental care (ASSURE). In the perinatal care programs that do not have
support service providers such as case workers or care coordinators available,
perinatal health care providers should assess oral health needs and arrange oral
health referrals for pregnant women and infants.

THE ROLE OF PRENATAL HEALTH CARE PROVIDERS

During pregnancy, many pregnant women
and dental providers have concerns about
the effect of dental visits and dental
treatments on pregnancy!. It is critical for
prenatal health care providers to
understand the evidence-based oral health
recommendations®® and be able and
available to effectively and timely address
such concerns. Prenatal health care

providers are also in the perfect position to See Tool #3 and #7 for perinatal oral
educate high-needs pregnant women health messages and also common
about the importance of oral health to Q and A on oral health during

overall health and a healthy pregnancy. pregnancy and early childhood.

ORAL HEALTH REFERRAL FORM- A Tool to Communicate with the Dentist

While pregnancy is not a pathological condition but physiological condition in
women, many dentists feel that dental visits should be postponed until after the
delivery based on outdated knowledge and myths regarding the effect of dental
procedures on pregnancy!. Please use the Prenatal Oral Health Referral Form (Tool
#10) to communicate the pregnant woman’s medical history, presence of any co-
morbid conditions (i.e. gestational diabetes) and/or precautions, and oral health
needs and concerns with a dentist. Please also provide your contact information to
ensure timely communication and completion of needed dental care during the
pregnancy.
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ONLINE TRAINING RESOURCES

Smiles for Life: Course 5 — Oral Health and the Pregnant Patient”
Available at:
http://www.smilesforlifeoralhealth.org/buildcontent.aspx?tut=560&pagekey=61366&cC

breceipt=0

This course addresses the importance of oral health before, during, and after
pregnancy. Information is provided on the prevalence of oral disease during
pregnancy and its consequences for both mothers and children, as well as a
review of dental treatment guidelines for pregnant women. Continuing
education credit is available.

University of Washington, School of Dentistry Continuing Dental Education Online
Course- OC 1504: Managing and Treating Pregnant Patients®

Available at:
https://dental.washington.edu/continuing-dental-education/online-courses/oc1504/

The course teaches dentists and other dental professionals to manage and
treat preghant patients. It is designed to educate dental professionals on the
important health implications of oral disease in a pregnhant woman and her
baby. The course highlights the evidence-based guidelines for delivering care
to pregnhant women, including the use of medications and x-rays, positioning
the patient, educational messaging, and also addresses dentists’ liability
concerns. The course includes a presentation on the lack of liability from a
Northwest Dentists Insurance Company representative.

COMMITTEE OPINION: The American College of Obstetricians and
Gynecologists

Oral Health Care during Pregnancy and Through the Lifespan. No. 569. August 2013°
Available at:
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-
on-Health-Care-for-Underserved-Women/Oral-Health-Care-During-Pregnancy-and-
Through-the-Lifespan
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THE ROLE OF PEDIATRIC HEALTH CARE PROVIDERS

During infancy and early childhood, children have
multiple well child visits and are much more likely to
encounter pediatric health care providers than
dental providers. Given the shortages of pediatric
dental specialistsio, it is important for pediatricians,
pediatric nurses and physician assistants to conduct
oral health screenings and risk assessments, parental
counseling, and appropriate oral health interventions |
(i.e. fluoride varnish application for high risk children
and referrals to dental providers for more
comprehensive services)!1-13,

Pediatric health care
providers serving for MICHC
clients should be able to
effectively interview
mothers of infants and
toddlers using Ml
techniques (Tool #2),
connect them with needed
support services and the
dental home, and guide
prevention of ECC.

In general, the child’s first dental visit is
recommended to occur before the first birthday so
that a comprehensive oral examination and
anticipatory guidance are provided to high-risk
mothers and children before early childhood caries
(ECC) appears in the child’s mouth. However, per
pediatric health care providers’ comfort level,
availability of pediatric dental providers for referral,
and clients’ preference and oral health needs,
infants and toddlers could remain in pediatric health
care systems as long as oral health needs are
addressed.

ONLINE TRAINING RESOURCE

Smiles for Life: Course 6 — Caries Risk Assessment, Fluoride Varnish and Counseling!4

Available at

http://www.smilesforlifeoralhealth.org/buildcontent.aspx?tut=584& pagekey=64563&c

breceipt=0
This course focuses on caries prevention. It offers a brief review of Early Childhood
Caries (ECC) and addresses how the use of fluoride is part of a comprehensive
approach to a child's oral health. Specifically, clinicians will learn the benefits,
appropriate safety precautions, and dosing for fluoride, as well as how to apply
fluoride varnish and provide adequate follow-up care. Continuing education
credit is available.
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US PREVENTIVE SERVICES TASK FORCE RECOMMENDATIONS
Prevention of Dental Caries in Children from Birth Through Age 5 Years (May 2014)'5

Available at:

hitp://www.uspreventiveservicestaskforce.or

Page/Topic/recommendation-

summary/dental-caries-in-children-from-birth-through-age-5-years-screening

Population

Children from
0-5 years

Children from
0-5 years

Children from
0-5 years

Recommendation

Primary care clinicians prescribe oral fluoride
supplementation starting at age 6 months for children
whose water supply is deficient in fluoride

Primary care clinicians apply fluoride varnish to the
primary teeth of all infants and children starting at the

age of primary tooth eruption

The current evidence is insufficient on routine screening
examinations for dental caries performed by primary
care clinicians
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CENTERING PREGNANCY ORAL HEALTH SESSION STRATEGIES AND
RESOURCES

Oral health education can be incorporated into centering pregnancy programs. The
importance of oral health is addressed in the 2" session (16- 20 weeks) and is included
in the centering curriculum (Tool #12).
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Practice Recommendations and Tools for Dental

Care Providers

THE ROLE OF DENTAL CARE PROVIDERS

When MICHC clients have a dental visit, they may be informed about the importance
of dental care during the perinatal period either by support service providers or
prenatal health care providers. Dental teams, i.e. dentists, dental hygienists, dental
assistants, and administrative office staff, have the following two roles:

1)

2)

During pregnancy, women may be
concerned about the effect of dental
treatments on their fetus, i.e. dental x-rays
and local anesthesia.

Some pregnant dental patients may have
co-morbidities such as diabetes,
hypertension, or a cardiac condition that
may affect management of oral problems in
the dental office.

Pregnant women in MICHC program most
likely have other priorities and keeping their
dental appointment might not be their top
priority.

Develop, discuss and provide a comprehensive care plan that includes
prevention, treatment, and maintenance of oral health during the perinatal

period and beyond and address pregnant women’s oral health needs (urgent

as well as regular dental care needs).

Educate pregnant women about the prevention of ECC and provide them
with appropriate self-management skills and anticipatory guidance for good
family oral health?.

¢ The dental team works in collaboration with health care and support service

providers in the prenatal health care systems to optimize MICHC clients’ oral
health care,

The dental team and pregnant patient make an informed decision after
clearly discussing the benefits and risks of dental treatment and alternatives
of treatments, and

The dental team uses standard and evidence-based dental practices? (i.e.
use lead apron to protect patient and fetus when obtaining x-rays, high-
speed vacuum and rubber dam isolation when placing restorative materials
and performing endodontic procedures).
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ONLINE GUIDELINE RESOURCES

New York State Practice Guidelines- Oral Health Care during Pregnancy and

Early Childhood (2006)3

Available at hitps://www.health.ny.gov/publications/0824.pdf

Oral Health Care During Pregnancy: A National Consensus Statement4

Available at

http://www.mchoralhealth.org/PDEs/Oralhealthpregnancyconsensusmeetings

ummary.pdf

CARIES RISK ASSESSMENT

Caries Risk Assessment (CRA) is a cornerstone of the disease prevention and
management approach’é, CRA involves two parts: 1) an interview with the patient or

a caregiver of child patient and 2) clinical examination to guide clinicians to identify

the level of protective and risk factors as well as disease indicators.

Protective Factors

Fluoridated water

Use of fluoridated
toothpaste/mouth
rinse

Daily brushing and
flossing

Sa

Although there is very little evidence to support the universal adoption of a CRA tool,

liva and Sealants

Risk Factors

Frequent sugar intake

Inadequate exposure
fo fluoride

Medications/medical
condifions that cause
dry mouth

High-level of decay-
causing bacteria

Disease Indicator

Early demineralized
enamel surfaces
(white spot)

Cavitated lesions
Remineralized lesions
Plaque

Lack of salivary flow

CRA is an essential first step to aid the provider in determining a preventive and
restorative tfreatment plan and the patient’s recall periodicity (three months, six

month

S, Or one year).

ADA CODES FOR CARIES RISK ASSESSMENT

ADA Codes Description

D0401 Low risk for caries

D0402 Moderate risk for caries
High risk for caries

D0603
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LIST OF CRA FORMS
e ADA Caries Risk Assessment Form for Child >6 years and Adult’

Available at

http://www.ada.org/~/media/ADA/Science%20and%20Research/Files/topic _carie
s over6.ashx

e ADA Caries Risk Assessment Forms for Children 0-6 years?8

Available at
http://www.ada.org/~/media/ADA/Membern20Center/Flles/topics caries under6
.ashx

e CAMBRA CRA Resources®

Available at
http://www.cda.org/Portals/0/journal/journal 102007.pdf

Please refer Chapter 2 Guide and Tools for more information on Motivational
Interviewing Techniques, Early Childhood Caries, Oral Health Messages and Qs and As.
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COMMUNICATING RISK AND BENEFIT OF DENTAL TREATMENT WITH
PREGNANT DENTAL PATIENT (TOOL #13)

To successfully manage a pregnhant woman'’s dental needs, a dentist and dental
team should be able to effectively communicate risks and benefits of dental care
and prepare instructional resources that assist her informed decision making. Good
dentist-patient relationship, clear communication between a dentist, pregnant dental
patient, and her obstetrician, and documentation of communication and procedures
are integral components of risk management in any dental practice. Here are some
of common scenarios and example conversations in a dental office explaining dental
procedures to a preghant patient:

SCENARIO #1: Dental x-rays/radiographs and timing of dental treatment

Stacy, a 23-year-old woman who is in the 11th week of pregnancy, comes to your
clinic, referred by MICHC Community Health Worker, for initial exam with a chief
complaint of a “cavity” in the mouth. She reports no spontaneous pain, and her dental
referral form indicates no significant medical history or at-risk pregnancy. After
conducting the patient interview, you clinically examine the patient’s mouth and
complete clinical charting. The patient receives oral hygiene instructions and
education, scaling, prophylaxis, and fluoride varnish application with a dental
hygienist. You are going to talk to Stacy about your plan of taking some x-rays in order
to complete your treatment planning and recommend her to return for restorative
treatment.

Examples of communication

Stacy, | found some cawvities in your mouth with my visual exam and would like to take
4 bitewing x-rays to better diagnose the extent of decay. Taking several diagnostic
dental x-rays presents virtually no risk to your fetus because we use fast x-ray film to
reduce radiation exposure and you will wear a protective lead apron—that is the
standard of care we practice for any patient. Please be reassured that the radiation
exposure from x-rays taken in a dental office is minimal and does not pose any risk to
you or your baby when appropriate precautions are taken.

The first trimester is the time when fetal structural and organ development occurs and
this is the time when any exposed risk would have the most impact on your baby.
However, national experts of obstetricians and dentists say dental treatment is safe
throughout the pregnancy34. As you are currently in your late first trimester and you are
not presently experiencing a toothache, how about taking diagnostic dental x-rays
when you return for treatment in your second trimester? We can schedule these
appointments for you today.”
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SCENARIO #2: Use of Local Anesthesia and restorative dental treatment

Stacy returned to your clinic when she is in the 18th week of pregnancy for
restorative treatment on tooth #14 (occlusal caries). You update her medical history
and there is no contraindication for dental treatment. You are going to inform her
about today’s dental procedure that involves the use of local anesthesia, rubber
dam, and direct restoration.

Examples of communication

Stacy, | am going to fix a cavity on your upper left molar today. In order to prevent
pain and discomfort while | remove decay on your tooth, | am going to numb the
gum and tooth locally. Lidocaine that contains epinephrine is most widely used for
the purpose in dentistry because of its effectiveness and safety. | feel comfortable
using the local anesthesia on you because there is no proven ill effect reported
during pregnancy and your obstetrician reported to me that your pregnancy is
going well and approved the use of local anesthesia (have the copy of perinatal
dental referral form in the dental chart) (Tool #10).

The second trimester is the best time to receive regular dental treatment?3* like this,
and if the cavity is left untreated, it could possibly cause a toothache and infection
while you are in labor or after your baby is born.

There are a few options of dental material that | can use to fix your tooth. Amalgam
filling is a silver-color, mercury containing dental material that has been used in
dentistry for many years. There are no studies in humans that have shown an ill effect
on pregnancy from placing this dental material or that the mother’s existing
amalgam filings cause any adverse effect to the fetus'® . We will also use a high-
speed vacuum to minimize your exposure to the vapor of Amalgam. Composite
resin is a tooth-color dental material. It relies on bonding technology so | will have to
ensure that the tooth will stay dry while | place it.

In either case, whether you choose amalgam or composite resin, | would like to
place a rubber dam in your mouth so that the tooth and the filling will remain dry
and clean. It also prevents you from swallowing bad tasting decay and dental
materials etc. If you have any problem keeping it in your mouth, you can always let
me know.
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SCENARIO #3: Dental extraction and endodontic dental treatment

Anne, 27-year-old woman who is in the 28th week of pregnancy, visits your clinic
with a chief complaint of toothache on tooth #19. As she is not your regular dental
patient, you make a phone call to her prenatal care provider to confirm her
medical history and any perceived contraindication for dental treatment while your
dental hygienist is taking a periapical x-ray of the affected tooth. The radiographic
image shows a periapical abscess on tooth #19, and you clinically observe large
MO surfaces of the crown missing due to caries. Her obstetrician gives you
clearance for dental treatment. Anne seems to be a bit nervous on the dental chaiir,
and you are going to discuss treatment options with her.

Example of communication

Your tooth has large decay and infection causing an abscess and pain. There are a
few treatment options that | will explain to you and would like you to think about
carefully. One is to remove the tooth. This procedure is covered by your dental
insurance and also it can be done today. The procedure is to numb your tooth and
gums locally and remove the affected tooth. This is a procedure that | do every day.

If you are feeling too nervous to take your tooth out, | can discuss with you and your
obstetrician about the option of using low dose of laughing gas or referring you to
an oral surgeon who does sedation to manage your anxiety better during the
extraction.

The other treatment option is to have root canal treatment to save the tooth. Your
dental insurance unfortunately will not cover this treatment and | do not perform
root canal on molars. So, if you would like this option, | will refer you to the nearby
dental school or to a specialist (endodontist). As root canal treatment usually
requires more than a few dental visits to be completed, it is possible that the
treatment won’t be completed before you deliver your child and you may continue
to experience some discomfort in your mouth. After the completion of root canal
treatment, you will need to have a crown because so much tooth structure is gone
because of cavity. Your dental insurance will not cover crowns, but our clinic can
provide you with sliding fee schedule and payment plan if necessary. It is very
important to maintain good oral hygiene if you would like a good prognosis of these
treatments. Our dental hygienist can teach you how to keep your teeth healthy at
home. Otherwise, you will end up having this tooth with a costly root canal and
crown removed a few years later.

My professional recommendation for you is to have the tooth removed today
because infection from the tooth could spread out to your body while you are
waiting for consultation and root canal treatment. Prolonged use of antibiotics and
pain medicine is not good for your health and health of your fetus. What do you
think about these options and how can | help you?
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MEMOS ON DENTAL RADIOGRAPHS

¢ No increase in congenital anomalies or intrauterine growth retardation has
been reported for x-ray radiation exposure during pregnancy totaling less than
5-10 cGy.

o A full-mouth series of dental x-rays results in only 8-104 cGy.

¢ A bitewing and panoramic radiographic result in about 1/3 of radiation
exposure associated with full-mouth series with E-speed film and rectangular
colimated beam.

ADA'’s Professional Guideline for Dental Radiographic Examinations:
Recommendations for Patient Selection and Limiting Radiation Exposure (2012)2 is
available at

http://www.ada.org/~/media/ADA/Member%20Center/Flles/Dental Radiographi

c Examinations 2012.ashx

MEMOS ON LOCAL ANESTHESIA

2% Lidocaine with 1:100,000 epinephrine (the most widely used local
anesthetic in dentistry) is Category B drug for use during pregnancy
Prilocaine is also Pregnancy Category B drug.

Mepivacaine, Septocaine, and Bupivacaine are in Pregnancy Category C.
In a healthy pregnant patient, local anesthesia with 1:100,000 epinephrine
concentration used in dentistry is safe if administered using proper aspiration
technique, preventing intravascular injection and its use is limited to the
normal doses34.
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MEMOS ON GENERAL ANESTHESIA AND SEDATION DRUGS?!?

The U.S. Food and Drug Administration (FDA) is warning that repeated or
lengthy use of general anesthetic and sedation drugs during surgeries or
procedures in children younger than 3 years or in pregnant women during
their third trimester may affect the development of children’s brains.
Consistent with animal studies, recent human studies suggest that a single,
relatively short exposure to general anesthetic and sedation drugs in
infants or toddlers is unlikely to have negative effects on behavior or
learning. However, further research is needed to fully characterize how
early life anesthetic exposure affects children’s brain development.

Health care professionals should balance the benefits of appropriate
anesthesia in young children and pregnant women against the potential
risks, especially for procedures that may last longer than 3 hours or if
multiple procedures are required in children under 3 years. Discuss with
parents, caregivers, and pregnant women the benefits, risks, and
appropriate timing of surgery or procedures requiring anesthetic and
sedation drugs.

Parents and caregivers should discuss with their child’s health care
professional the potential adverse effects of anesthesia on brain
development, as well as the appropriate timing of procedures that can be
delayed without jeopardizing their child’s health.

Pregnant women should have similar conversations with their health care
professionals. Also talk with them about any questions or concerns.

POSITIONING PREGNANT PATIENT ON DENTAL CHAIR (TOOL #14)

Keep the woman’s head at a higher level than her feet

Place women in a semi-reclining position as tolerated

Allow frequent position changes

Place a small pillow or rolled towel under the right hip, or have the women
turn slightly to the left as needed to avoid dizziness or nausea resulting from
hypotension
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PHARMACOLOGICAL CONSIDERATIONS FOR PREGNANT WOMEN
(TOOL # 15)

Recommendations by a national expert workgroup!'3

hitp://www.mchoralhealth.org/PDFEs/OralHealthPreanancyPharmacological.pdf

Pharmacological Considerations for Pregnant Women
"The pharmacological agents listed below are to be used only for indicated medical conditions and with appropriate

supervision,
Pharmaceutical Agent Indications, Contraindications, and Special Considerations
Acctaminophen May be used during pregnancy.
Acetaminophen with Codeine,
Hydrocodone, or Oxyeodone
Codeine
Meperidine
Morphine
Aspirin May be used in shorr duration during pregnancy; 48 to 72 howrs. Avoid in
Thuprofen 1ot and 3nd trimesters.
Naproxen
Antibiotics
Amoxicillin May be used during pregnancy.
Cephalosporins
Clindamycin
Metronidazele
Penicillin
Ciprofloxacin Avoid during pregnancy.
Clarithromycin
Levofloxacin
Maxifloxscin
Terracycline Never use during pregrancy.
Anesthetics mm.mmmwmnmm
sedation or general anesthesia.
Local anesthetics with epinephrine May be used during pregrancy.
(e, Bupivacaine, Lidocaine, Mcpivacaine)
Nitrows onide (30%) quud&ﬂmp@mﬁmmpblmbdmm
quate, Pregnant women require lower levels of nitrous oxide to achieve
ndaﬂolrmultwiﬂaprmﬂnlcmluldlpmfudoud.
Cetyipyridinium chloride mouth rinse May be used during pregnancy.
Chilorhexidine mouth rinse
Xylitol

Source: Reproduced, with permiion, fram Oral Health Care Dusing Pregrancy Expert Workgroup. 2012, Ol Hawleh Cars During
Proguancy: A Nuniunal Consensus Statement, Washingon, DC: Natiosal Materral and Child Orsl Health Resousce Centex

MICHC ORAL HEALTH MANUAL AND TOOLKIT — AUGUST 2017

51



Recently, the United States Food and Drug Administration set forth new guidelines for
pregnancy and lactation labelling of medications'4151¢, This new labelling rule went
info effect on June 30, 2015 but its implementation will take place over a 3-5 year
period. This new labelling requires changes to the content and format of prescription
drug labelling to help the practitioners make decisions based on updated evidence
and has put the decision-making onus back on the individual practitioner'é. The
practifioner must continue to weigh the benefit of using the medication against all
possible risks to patients before administering or prescribing it (For example, see table

below)7.

Medications in pregnancy

Previous
Classification

Comments

Local anesthetics

Lidocaine B No known risks

Mepivacaine C No known risks

Bupivacaine C No known risks

Benzocaine (© No known risks

Epinephrine C Reports of fetal malformations with
infravenous doses; no documented risk when
used in association with a local anesthetic

Antibiotics

Amoxicillin B None

Penicillin B None

Amoxicilin and clavulanate potassium B None

(Augmentin)

Clindamycin B None

Azithromycin B None

Metronidazole (Flagyl) B Fetal carcinogen in mammails; no proven risk
in humans; contraindicated for use in first
frimester as per manufacturer

Analgesics

Ibuprofen D e Associated with ductus arteriosus constriction
when used during first tfrimester
e Associated with pulmonary hypertension
when used in the third frimester

Acetaminophen B Frequent use may be associated with fetal
abnormality

Opioids (oxycodone, hydrocodone, codeine) c ;H?f 'r;lmes'rer use: low risk of neural fube

efects

eThird frimester use: risk of fetal dependence
and newborn respiratory depression

Steroids

Dexamethasone Not applicable Low risk of oral clefts during first trimester

Triamcinolone C First timester risk of oral clefts; continued use
may restrict fetal growth

Prednisone Not applicable Low risk of oral clefts during first trimester
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PHARMACOLOGICAL CONSIDERATIONS FOR LACTATING DENTAL PATIENTS

Knowledge about medication use during lactation or breastfeeding is extremely
important. It is imperative to be up-to-date with information on medication use and
its effect on the nursing infant during breastfeeding. Factors that reduce the ability of
mothers to metabolize or excrete the drug may increase infant exposure to the
drug's. Infants who breastfeed more often and consume a higher volume of milk are
more vulnerable to maternal drugs than those who breastfeed less offen and ingest a
lower volume of milk'8. Infant exposure to the drug can be reduced if the drug is used
by the mother immediately before or after breastfeeding. Consultation with the
obstetrician or pediatrician is very useful. Drugs that are known to be toxic to infants
such as antineoplastic drugs, radioactive drugs or drugs of abuse are
contraindicated during the breastfeeding period 2. |t is beneficial to evaluate the
risks versus the benefits of medications prior to administration to a nursing mother.
(See table below for compatibility with breastfeeding of some commonly used
medications in lactating dental patients)17 1920,

Medications compatible with Safety Recommendation Notes
breasifeeding
Local anesthetics

Lidocaine According to FDA, compatible No studies found addressing
with breastfeeding presence of lidocaine in
breast milk following a dental
procedure
Epinephrine Caution is advised because of Limited studies found
possible effects on milk
production
Mepivacaine Safety unknown No study found
Bupivacaine Safety unknown No study found
Antibiotics
Amoxicillin Usually compatible S )
Penicillin Usually compatible Penicillins incorporate into
breast milk in small doses
Clindamycin Usually compatible
Azithromycin Usually compch.ble N
Cephalosporin Usually compatible Cephalosporin incorporates
into breast milk in small doses
Erythromycin Usually compatible
Metronidazole (Flagyl) Caution is advised Has §hown to cause
carcinogenesis in rodents but
has not been shown to cause
similar outcomes in humans
Analgesics
Aspirin Potential toxicity Give with caution; should be
given at low doses (<150
mg/d); consider alternate
choice if possible
Acetaminophen Usually compatible No risk to infant at normal
doses
Celecoxib Usually compatible
Diclofenac Usually compatible
Ibuprofen Usually compct!ble
Indomethacin Usually compatible
Ketorolac Usually compatible Black l?ox.woming thatitis
contraindicated because of
potential adverse effects
Naproxen Usually compatible
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Opioids

Codeine Caution is advised When given at low levels, is
present in breast milk in small
amounts; Some infants
possess the ability to rapidly
metabolize the drug causing
high levels in the blood
Hydrocodone Caution is advised Hydrocodone has been
shown to reach as high as 9%
of the maternal dose
Hydromorphone Caution is advised Tolerated well by infants and
is preferable over codeine
and hydrocodone use

Oxycodone Caution is advised Moderate amounts
found in human milk
Meperidine Not recommended Relatively high amounts

found in human milk
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Oral Health Guide and Tools for MICHC Partner
Programs (i.e. Head Start, WIC Programs)

The goal of this Tool Kit and Manual has been to infroduce the topic of the
importance of oral health screenings, care, and maintenance for Pregnant and
Parenting women and to support women in obtaining the care and treatment they
need to maintain good oral health for themselves and their children. MICHC partner
programs play a key role in assisting pregnant and parenting women and their
children to understand about the importance of learning, practicing, and maintaining
good oral health habits. By providing screenings and asking women:

(1) Have you had a regular or preventative dental visit within the last 6 months, and
(2) Do you have any problems in your mouth (bleeding gums, toothache, loose tooth,
etc.), and then educating women and connecting them to needed services or
supports.

MICHC partners working with women are best positioned to assist them in exploring
their barriers and crafting inferventions and supports to navigate them.

TIPS FOR BUILDING ORAL HEALTH PROGRAMS

The MICHC program uses a variety of resources to provide oral health education to
partners and consumers. We recommend that programs have a variety of
educational information on hand for overview education, then assess their needs and
utilize information that addresses barriers women presented.

SOME EXAMPLES ARE BELOW:

¢ Oral Hedalth and Health in Women: A Two-Way Relationship- flyer that
provides information and strategies about the importance of oral health
across the lifespan and during pregnancy for health and human service
providers (not recommended for consumers).

e Two Healthy Smiles — brochure in English and Spanish addressing oral health
during and after pregnancy and for infants. (Recommended for use with
consumers) The National Center on Health has Healthy Habits for Happy — 2-
sided flyer that has English and Spanish versions of infant oral health
information addressing teething pain and fips to help babies.
(Recommended for use with consumers).
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The Cavity Free Kids: An Early Start, Oral Health Education for Pregnant Women,
Infants, and Toddlers, the companion curriculum to Cavity Free Kids: Oral Health
Education for Preschoolers and Their Families. Developed by Delta Dental in
conjunction with the Washington Dental Service Foundation, has parent resources
in English and Spanish, can be delivered during home visits or in group settings, and
has supporting materials (DVDs, handouts, etc.) that can be purchased.
Recommended for use with consumers.

The Partners for a Healthy Baby Curriculum (for a cost — contact S. Bullock MICHC
Program Director) includes oral health information for infants including, “Signs of
Incoming Teeth”, “Teething and What To Do”, and “Bottle Use, Decay, and How to
Prevent Tooth Decay”.

***TO ASSIST PREGNANT OR PARENTING WOMEN WITH REFERRALS FOR ORAL HEALTH
OR OTHER SUPPORTS CALL THE HEALTHY BABY OUTREACH TEAM AT (585) 546 — 4930
OR ACCESS THE HEALTHY BABY RESOURCE DIRECTORY ONLINE AT
(http://www.pnmc-hsr.org/resources/directory/)
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MICHC Oral Health Webinar

A webinar on training prenatal, perinatal and dental providers and support staff
about oral health care during pregnancy was scheduled in September 2016 and
thereafter the recording has been available at the Healthy Baby Network website as

well as the Eastman Institute for Oral Health website.
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MICHC Oral Health Contacts and Networking Tips

MICHC ORAL HEALTH PARTNER CONTACTS

Title

Name

Email

Phone No.

Healthy Baby Network of Monroe County

585-546-4930

Executive Director
MICHC Director
Healthy Start Director

Lauren Deutsch
Sherita Bullock
Valerie Garrison

lauren@healthy-baby.net
sherita@healthy-baby.net
valerie@healthy-baby.net

x214
x213
X204

Anthony Jordan Healt

h Center

585-423-5836

Dentist
Dental Hygienist

Mary Miller
Tera Bell

mmiller@JordanHealth.org
tbell@JordanHealth.org

Eastman Institute for Oral Health

Community Dentistry
Dentfist

Dentist (Pediatric)
Dentist (Pediatric)
Dental Hygienist
Senior Social Worker

Sangeeta Gajendra
Chia Taw Huang
Robby George
Mary Pistilli

Lenora Colaruotolo

sangeeta_gajendra@urmc.rochester.edu
chiataw_huang@urmc.rochester.edu
robby_george@urmc.rochester.edu
mary_pistilli@urmc.rochester.edu
lenora_colaruotolo@urmc.rochester.edu

585-275-5007

Urgent Care
Dentist

Dentist

Yanfang Ren
Linda Rasubala

yanfang_ren@urmc.rochester.edu
linda_rasubala@urmc.rochester.edu

585-273-2465

Pediatric Dentistry
Dentist (Pediatric)
Dentist (Pediatric)

Erin Shope
Cynthia Wong

erin_shope@urmc.rochester.edu
cynthia_wong@urmc.rochester.edu

585-275-5031

General Dentistry
Dentist
Dentist

Hans Malmstrom
Jin Xiao

hans_malmstrom@urmc.rochester.edu
jin_xiao@urmc.rochester.edu

585-276-5718

University of Rochester Strong

Dentist

Sharon Elad

selad@urmc.rochester.edu

585-275-5531

New York State Department of Health, Bureau of Women, Infant, and

Adolescent Health

Perinatal & Infant Oral
Health Quality
Improvement

Cindi Dubner, RDH,
BS

cindi.dubner@health.ny.gov

518-474-0535
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Rochester, NY 14620
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Assistant Professor

Department of Community Dentistry and Oral Disease Prevention
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Former Dental Public Health Resident

Department of Community Dentistry and Oral Disease Prevention
Eastman Institute for Oral Health, University of Rochester
Rochester, NY 14620
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Dental Public Health Resident

Department of Community Dentistry and Oral Disease Prevention
Eastman Institute for Oral Health, University of Rochester
Rochester, NY 14620
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